shows the 13 items with their scores.
On this index the 'anxiety states' score higher than the 'depressive illnesses'. The items in this index are all defined and some, e.g. 'neurotic traits in childhood' and 'anxiety features', involve the use of a check list. The ranges shown on the bottom of the figure allow any new patient to be allocated to one ofthe three groups.
With the aid of the techniques described, the original subjective and simple diagnostic criteria have been replaced by this more precise and objective measure. It is envisaged that this index could be a useful classifying tool in future work.
It could be used in drug trials or other studies of treatment in a controlled setting. It is intended, particularly, for use in studies involving biochemical and physiological measures, and it is hoped that it could be helpful in routine clinical work.
The general question raised at the beginning of this paper was whether there was any value in subdividing patients with affective disorders into anxiety states and depressive illnesses. This detailed study suggests that there are real differences between these two groups, both in present illness and past history. However, the validity of such separation must be tested by the application of external criteria. One possible method is to examine the relationship between the different patterns of outcome and the original subdivision into 'anxiety state' and 'depressive illness'. This is discussed by Kerr et al. (1970) whose paper is concerned with a follow-up study of the patients described here (see below). [Abridged] In this paper two aspects relating to the prognosis of affective disorders are examined. The first concerns the nosological relationship between anxiety states and depressive illnesses in relation to outcome and the second the isolation of features of predictive importance. Examination of these two aspects was preceded by an objective assessment of outcome which was made without prior knowledge either of the diagnosis or of the more detailed information elicited during the original illness.
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The patients onjhom this follow-up study is based, and the criteria for their inclusion, have been described by (jurney et al. (1970; see p 232) . The present results are based upon the 126 patients seen at follow up by two of the authors (TAK and KS), on average 3 8 years after discharge from hospital. The diagnosis made during the original illness was as follows: anxiety state (66 patients) and depressive illness (45 patients); 15 patients were classified as 'doubtful'.
Measurement ofOutcome
The customary method of evaluating outcome is to make a global assessment of the mental state of the patient at the time of the follow-up interview or during the immediate preceding period. However, in the present study, an attempt was made to obtain a measure of outcome which reflected the overall level of adjustment of the patient throughout the total length of the follow-up period. The lengths of time during which each patient was rated as well, much improved, slightly improved and ill were determined. These gradings represented a composite measure of psychosocial adjustment based on an assessment of symptomatology and social adaptation as reflected by occupational, interpersonal, marital and sexual adjustment. This information, having been obtained from the total group, was then subjected to a principal components analysis. The first factor extracted from the analysis was a general factor and could be readily identified as a measure which reflected overall outcome. The position of the patient's score along this factor indicated the level of his psychosocial adjustment throughout the follow-up period.
Although this outcome measure agrees closely with the clinical assessment and has a correlation of 0-83 with the clinical state at follow up, it has certain limitations. It cannot convey the chronological sequence of changes in the mental state during the follow-up period and is unable, for example, to distinguish between sustained but limited improvement and alternating periods of normality and illness. Moreover, the accuracy with which a patient, who may be emotionally disturbed, can reconstruct his progress over a four-year period is uncertain. In addition, the derivation of the measure is time-consuming and requires computer facilities. Despite these limitations, however, it was decided for two main reasons to adopt this approach to the measurement of outcome. Firstly, it was felt that an assessment of the patient's condition immediately prior to the follow-up interview might give a misleading impression of his overall progress since discharge; indeed, in the present series the proportion of patients who were clinically improved differed at varying intervals during the course of the follow-up period. The effect of a measure which embraces the total duration of the follow-up period will be to average out these variations. Secondly, from the statistical point of view, the approach gives a more precise measure of outcome than would be obtained by adding the four variables together because this method weights the items so that an optimum measure of general outcome is obtained; it is also more objective because the weighting system is derived from a standardized procedure.
In order to examine the difference between the mean scores of the anxiety and depressive groups along this outcome factor, an analysis of variance test was performed. It is seen from Table 1 that the difference between the means is statistically significant, indicating that the patients with depressive disorders had scores reflecting a better outcome than the patients with anxiety states. Derivation ofIndicesfor Prediction ofOutcome To determine those features which predicted outcome in the total patient group with the greatest economy and precision and, moreover, to quantify their relative importance, a series of multiple regression analyses was performed. The variables selected for the analyses correlated at a level of not less than P<0 1 with the outcome measure. The eleven variables finally isolated are shown in Table 2 where they are listed in order of their percentage contribution to the predicted variance. A positive sign denotes an association with a good outcome and a negative sign an association with a poor outcome. Apart from the sex of the patient, the features which correlated with a good outcome correlated significantly with a diagnosis of depressive illness made during the original admission, and the features which correlated with a poor outcome correlated significantly with a Table 2 Multiple regression analysis on total patient group showing items of greatest value in prediction of outcome diagnosis of anxiety state. These ass illustrate in greater detail the better pro the depressive disorders. The pres absence) of a history of neurotic traits hood and high neuroticism and low ext scores on the Maudsley Personality I administered during the original illnes that constitutional factors may also be i determinants of outcome. The summated regression scores obt each patient were used to improve the r of outcome and the extent to which t successful in doing so was determined I of a statistical test based on Bayes' (Maxwell 1961) . The value obtained for t clinical improvement in the total patie during the follow-up period was 60% which is of interest) and the assumption that this rate of improvement could be for all patients admitted to hospital witi disorders. The chances, therefore, correct when predicting that all pati affective disorders will improve, withou on any other sources of data, are 60 tin 100; in statistical terms 60 patients out c be correctly classified. In Fig 1 the factor scores are plotted against the s regression scores. The perpendicular dr the ordinate axis separates the 60% (correctly classified) patients above the the remainder below, while the pert from the abscissa axis was drawn so largest number of patients was correctly in relation both to outcome and to the j scores. These patients are shown in the and upper right quadrants and form 7' total group. Thus, on incorporating the i scores, the rate of predictive accuracy 1962) . Applying this test, it was found that the of being increase in the rate of predictive accuracy as a ents with result of taking into account the regression It drawing scores was highly significant (P <0 005). nes out of In view of the evidence that anxiety states and )f 100 will depressive illnesses differ with regard to prognosis outcome and also of the related possibility that features of ;ummated prognostic importance in one of the groups may -awn from be obscured in an analysis of the total affective improved group, it was decided to examine the anxiety and line from depressive states individually. )endicular
In Table 3 are shown the results of the regresthat the sion analysis performed on the group of anxiety Z classified states in which seven variables of prognostic regression importance were isolated. The presence of lower left suicidal tendencies, a feature which was signifi-7% of the cantly correlated with a diagnosis of depressive regression illness, suggests that a marked depressive comwas raised ponent in patients with anxiety states may indicate poor outcome. The importance of the sex of the patient in relation to outcome was unexpected but could be related to certain clinical A patterns of neurotic illness. It was found that acute and transient neurotic reactions, particularly following threats to health in previously stable, if vulnerable, subjects, were more common among male patients; in addition, social phobias which tended to improve gradually were preponderant among the males. In contrast, female patients were in excess among the agoraphobic illnesses and personality disorders, conditions in which continuing disability tended to occur. A history of phobias during childhood was probably indicative of constitutional instability. Derealizag | tion, a symptom which was confined to the 7.0 8.0 anxiety states, was typically associated with the more intractable agoraphobic disorders. Eight independent variables were obtained from *,oup in the multiple regression analysis performed on the res patients with depressive illness (Table 4 ). Physical illness associated with the onset of the psychiatric disorder and the duration of the illness emerged as the most important predictors of outcome. Physical disease, when present in these patients, frequently evolved into a chronic, disabling and intractable condition and was usually associated with chronicity of the depressive state. The presence of hysterical personality traits, a low extraversion score, a high neuroticism score and a family history of neurotic or personality disorder appear to indicate that, also in this group, outcome is partly determined by constitutional factors. Early awakening, a characteristic symptom of endogenous depression, was related to a good outcome.
A comparison of the accuracy with which outcome was predicted from the multiple regression analyses performed on the anxiety and depressive states was made by comparing the multiple correlations obtained in each analysis (see Tables  3 and 4 ). An approximate assessment of the difference between them was made by means of Fisher's z-transformation test which showed that the difference reached the level of statistical significance (C.R. 2-05, P <005). This finding suggests that outcome can be predicted more accurately in patients with depressive disorders than in patients with anxiety states.
The regression scores derived from the multiple regression analyses performed on the anxiety and depressive patient groups separately were also obtained. Their value in improving the prediction of outcome in each of these diagnostic groups will be reported elsewhere.
It should be emphasized that the present findings must be interpreted with caution since the number of patients in the diagnostic groups is relatively small and multiple regression analysis is an extremely sensitive technique. Small changes in this size of population can materially alter the weights assigned to each variable and even the composition of the variables selected by the analysis. The findings therefore require evaluation in further prospective studies based on larger populations.
